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True Myofibroma, that is to say, tumors which may 
be classed strictly as, i, Leiomyomata; or 2, Rhabdomy¬ 
omata of the large intestine, are practically unknown. 
Tumors involving the large intestine are usually fibromy- 
omata, and the muscular elements they contain put them, 
with very rare exceptions, under the class Leiomyofibromata. 
These tumors are found most frequently about the rectum. 
A few cases on record have affected the colon and caecum. 
The sigmoid flexure is very rarely involved. 

The literature of myomata of the large intestine is 
very meager. E. Lexer, in Verhand d. Deutsch Gesellsch. 
f. Chirurg., XXI, Part 2, pp. 440-446, gives the best sum¬ 
mary of cases and discussion of the subject I have seen. 
He divides myomata of the large intestine into three groups, 
as follows; 

(Group a.) Tumors which develop in the lumen of 
the gut. These tumors appear as roundish or polyp-like 
tumors; they are pedunculated, covered by mucous mem¬ 
brane, and are of rather a hard consistency. These are 
found usually in the rectum ; microscopically they are 
fibromyomata. They may usually be removed by way 
of the anus by ligating and cutting through the pedicle. 
Lexer collected six cases of this variety, one reported each 
by Tedenal, Carlein and Heurtaux, two reported by 
Konig, and one by Caro. 

(Group b.) Tumors which develop from the outside 
walls of the intestine, also more or less pedunculated; these 
impinge on the lumen of the intestine by pressure on 
account of their bulk; they involve usually the upper part 
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of the rectum or lower sigmoid. They must be removed 
by a laparotomy. Three cases arc given under this group, 
namely, one each by Senn, Westermark and Pfannensteil, 
the latter a double tumor. 

(Group c.) Tumors which develop from the rear of 
the rectum, which by their growth fill up the cavity of the 
pelvis. They must be removed by sacral exsections or 
parasacral incisions. Three (3) cases are given under this 
group, one each by Berg, McCosh and Lexer. 

The tumors of the last two groups are difficult to diag¬ 
nose and are usually mistaken for other growths. 

Lexer credits Longuet (" Dcs tumours conjonctions 
benign du rectum,” Le Progres Medical, 1898, S. 137) 
with the collection of six of these cases. 

I have been able to collect a few other cases, reference 
to which will be found in the short bibliographical list 
appended to this paper. 

These tumors are the true fibromyomata of the large 
intestine. 

I have a case to relate which suggests the possibility 
of a fourth group, namely, inflammatory or hyperplastic 
myofibromata. While there can be no doubt that the tu¬ 
mor in my case was of inflammatory origin, it was a dis¬ 
tinct circumscribed ovoid mass, uniform in development, 
symmetrical in shape, which produced by its growth and 
mass almost complete obstruction at its immediate loca¬ 
tion, and notably it was made up chiefly of muscular 
tissue, with fibrous deposits, and it was pronounced histo¬ 
logically a myofibroma. It wa9 more than a hyperplasia. 
It was a tumor made up of mixed elements, but chiefly of 
myofibromatous tissues. 

Obstructions of the large intestine by strictures which 
result from chronic inflammations not involving the mu¬ 
cous membrane are very rare, but there are several cases 
on record of this kind. I will mention these later on. 

Willmanns (R.) in Beitrage zur klinische Chimrgic, 
1905, XLVI, 221-232, published under the title “Ein Fall 
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von Darmstenose infolge chronisch entziindlicher Ver- 
dickung des Ileocaccal Klappc,” a case of obstruction of 
the bowels on account of the thickening of the muscular 
layers at the ileocaecal valve. Rotter, whom I will quote 
presently, gives some cases of inflammatory strictures 
which involved the sigmoid. None of these cases, how¬ 
ever, presented a distinct circumscribed mass which without 
involving the mucous membrane produced by its bulk 
and pressure nearly a complete obstruction of the bowels. 
My case seems, therefore, unique. The history of the case 
is as follows: 

T. M. D., aged 62; married, American. Entered St. Luke’s 
Hospital, November 10, 1904. His family history was unim¬ 
portant. He had never been a robust man, but he had enjoyed 
fairly good health up to about seven years before this time. 
At this period,—namely, seven years before he entered the 
hospital,—he consulted me about some dyspeptic symptoms 
and obstinate constipation. Notwithstanding treatment his 
constipation became worse, and a tumor gradually developed 
in the left iliac region. This tumor was quite hard, slightly 
nodular, and seemed to be located between the sigmoid flexure 
and the left sacro-iliac synchondrosis; it was firmly fixed, not 
particularly sensitive to the touch, and seemed to be connected 
to the pelvic fascia rather than to the gut. Gradually fever 
and almost complete obstruction of the bowels developed. 
The tumor steadily increased in size without losing any of its 
hardness. Dr. John Da Costa, Sr., of Philadelphia, saw the 
case twice in consultation and concurred in the diagnosis of 
a hard tumor of the pelvis which caused occlusion of the intestine 
by pressure upon the walls. I thought the tumor was a sarcoma 
which originated from the neighborhood of the left sacro-iliac 
synchondrosis. Dr. Da Costa expressed no opinion as to the 
nature of the tumor, but agreed with me that it did not involve 
the lumen of the gut except by juxtaposition. Septicaemic 
symptoms finally came on, then a very large swelling which 
involved nearly the whole left iliac region developed; this soon 
became cystic and adhered to the anterior abdominal walls. 
These evident manifestations of pus were speedily met by an 
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incision below and about 5 cm. within the ant. iliac spine. A 
large quantity of most offensive pus and blood was discharged. 
A drain was introduced and daily washings-out were instituted. 
Improvement began at once, and the patient made a slow but 
apparently complete recovery, first from the septicaemia, then 
from the intestinal obstruction, and finally the Honor entirely 
disappeared. That the tumor did disappear there can be no 
possible doubt. I examined the patient repeatedly, Dr. A. T. 
Cabot, of Boston, examined him twice, once in the fall of 1897 
(six months after the operation); he then thought he felt “a 
little hard mass about as big as the last joint of my thumb or 
possibly a little longer.” At this time there were still some 
obstructive symptoms remaining, viz., irregular and some¬ 
times difficult defecation, occasionally colicky pain, and a very 
decided tendency to bloating and intestinal distention. Dr. 
Shattuck, to whom Dr. Cabot sent him at this time, could not 
feel any tumor or thickening. Four months later there was 
absolutely no sign of a tumor and no symptoms of obstruction. 
Dr. Cabot examined him again and reported: “I examined 
him carefully, and certainly the little mass I felt at his last visit 
in October is no longer to be plainly felt. There is a little sense 
of resistance just inside of your incision, but no more, I think, 
than such an abscess as he had might have left. There is cer¬ 
tainly nothing there now suggesting a new growth. The per¬ 
fectly easy action of his bowels makes me think that there can 
be no real obstruction there at present.” This states and sums 
up my own findings and opinion of his condition exactly. 

For nearly six years he was in good condition and free from 
any tumor or symptoms of obstruction. Then gradually he began 
to have a return of his distention, and he had frequent belching, 
poor digestion, colicky pains, and increasing difficulty in having 
a bowel movement. This went on for about six months. During 
this time one could feel a slowly-growing tumor, which was 
oval in shape, quite movable, not sensitive to the touch, and 
which was located in the region of the sigmoid in the left iliac 
region. The feel was very different from, and its location was 
higher than, the first tumor, seven years before, and while the 
first tumor was quite fixed and undoubtedly to the outside of 
the rectum, this one was decidedly movable and seemed to be 
a part oj the sigmoid. He had now a left inguinal hernia and a 
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very large ring which made it almost impossible to retain the 
hernia by a truss. Obstruction symptoms became progressively 
worse, until finally he had almost complete obstruction of the 
bowels. It was evidently necessary to resort to an operation 
for relief. He entered St. Luke’s Hospital nearly seven years 
after his former “attack” and operation, and asked that the 
tumor be removed. 

Condition When Admitted .—A rather pale, stout, flabby 
man of medium height. His lungs arc normal, the heart action 
is rather weak, his heart muscle is decidedly below par, but the 
valves are good and the action of the heart is regular, the organ 
itself is enlarged, liver and spleen normal. The urine is normal. 
The abdomen is decidedly distended and he belches frequently. 
General tympany except over the course of the colon; the lower 
colon is quite dull. In the left iliac region there is a large oval 
mass just inside and a little below the anterior superior spine. 
This mass is hard, generally oval in outline, with its long axis 
directed obliquely downward and inward; it is movable and 
not tender to the touch. No enlarged lymphatic glands can 
be felt. The patient states that it is with the greatest difficulty 
that he can have an evacuation from his bowels; enemas are 
necessary and he finds he can receive and retain very little 
water without it causing great pain. He passes some mucus 
with his stools, but no blood nor pus. He has increasing difficulty 
in passing his urine. There is a large left inguinal hernia which 
is not completely reducible. Examination by rectum reveals 
nothing except that the rectum is empty and that it is ballooned. 

The operation was done the day after his admission to the 
hospital. Ether anesthesia was used; a left longitudinal inci¬ 
sion along the outer border of the left rectus abdominis muscle 
was selected. As was supposed, the tumor involved the sigmoid 
flexure. It was found to be an enlargement which felt solid 
and which seemed to involve the whole periphery of the colon 
equably; it was about 14 cm. long and about 6 cm. thick (diam¬ 
eter). It was adherent to the fundus of the bladder, and the 
coil of intestines which escaped through the left inguinal canal 
was also adherent to it, and the mesentery of this intestine was 
very extensively and firmly united to it. After great difficulty 
and with a very tedious dissection the adhesions were finally 
severed and the tumor freed. It was then removed and the 
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severed ends of the colon united by an end-to-end anastomosis. 
The sac of the inguinal hernia was also dissected out and a modi¬ 
fied Bassini operation was done. The operation was a tedious 
and a long one, but the patient Stood it very well. The day 
after the operation the patient’s abdomen was somewhat dis¬ 
tended, but he passed considerable flatus during the day. The 
second night he began to vomit and notwithstanding several 
washings out of the stomach he continued to vomit. Distention 
of the abdomen was so considerable that I ventured to pass a 
rubber tube and wash out the colon above the anastomosis. 
This did not, and nothing else that I could do, relieve the 
complete* paralysis and stasis of the bowels; on the fourth 
day after operation his heart showed such unmistakable 
signs of weakening that I determined to open his intestine. 
Accordingly, under Schleich’s local ancesthctic I made an incision 
in the left abdomen and drew out a knuckle of the colon just 
below the splenic flexure, fixed it to the skin and opened it. 
This little operation was, however, too much for the patient; 
he fell into a coma from which he did not recover for several 
hours. He died the fifth night after his operation. Myocardial 
weakness was exhibited in the usual classic symptoms the last 
day of his life. 

I believe if I had done, as I intended to do, an ileocolos- 
tomy after removing the tumor, the patient might have 
lived. When I mentioned this possibility to him before 
the operation he begged so urgently that I should not do 
this that I was moved against my better judgment to make 
an immediate anastomosis. After such long and almost 
complete damming up of the whole intestinal tract, im¬ 
mediate and complete drainage would certainly have been 
best. The pathologist's report will give a complete descrip¬ 
tion of the tumor, but I would like to emphasize the fact 
that when examined immediately after the operation the 
tumor mass presented the gross appearance of the colon, 
which had been almost entirely occluded by enormous 
thickening of its muscular walls; the lumen had been 
reduced to a canal that would scarcely admit my little 
finger (about 0.5.cm.). There was absolutely no ulceration 
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of the mucous membrane, and this layer appeared quite normal. 
No cicatrix nor bands of fibrous tissue were found macro- 
scopically in any of tile coats. Only one large lymphatic 
gland was found in the mesocolon opposite the tumor. 

The especially interesting and important point is that 
the tumor was formed in the walls of the intestines, and 
that the stricture of the sigmoid was produced by, and ex¬ 
actly at the site, and for nearly the whole extent of the 
growth or thickening of the muscular tunic of the intes¬ 
tine. The stricture was not below the growth, but within and 
produced by tlw growth. 

Report ol the Pathologist, Dr. A. L. Kolz .—The specimen (Fig. I) was 
a spindle-shaped tumor involving the entire circumference of the intestine, 
14 cm. in length and 5.5 cm. in its thickest diameter. The lumen of the 
intestine at its most constricted portion was less than 0.5 cm. in diameter. 
On section it was found to be a hyperplasia of the various layers of the 
intestinal wall, with numerous small granular foci in the outer tunic. 

The mucosa was intact throughout the entire extent, but very much 
puckered, and with the submucosa, which was also in excess, formed a 
thickness of 0.7 cm. This surplus of membrane evidently resulted 
from contraction of the longitudinal muscular and serous layers, as like 
conditions were also found in the circular muscular layer and in the 
mesosigmoid. 

The muscularis formed the greater bulk of the tumor. The circular 
layer was 1 cm. in thickness. The bundles of fibres were broad, flat 
and compact; this also was due to a crowding of this layer from short¬ 
ening of the intestine. 

The longitudinal layer, about 0.5 cm. in thickness, was very compact 
and closely united with the circular layer. Its outer surface was in some 
places more or less blended with the fibrous tunic of the serosa, and in 
others separated from it by granular foci. These deposits also pene¬ 
trated into the muscular substance. 

The serous tunic including the subserous connective tissue formed a 
dense, uneven, pigmented layer of variable thickness, and contained 
numerous granular foci. It formed a tense covering of the tumor, as 
was apparent from tile extreme aversion of the intestine in the longi¬ 
tudinal section. This, too, explains the crowding of the other layers 
and mesosigmoid. That the active etiological factor was here located 
is evident, as will also be seen by the histological findings. 

The mesosigmoid contained a large amount of connective tissue 
with most of its fibres running visccroparictally. From its appearance 
this was more of an accumulation than actual hyperplasia, and evidently 
resulted from contraction of the intestine. The mesenteric glands found 
were few in number and slightly enlarged. 
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The histological changes, like the gross findings, were mostly con¬ 
fined to the fibrous tunic of the serosa and external muscular layer. 
This was found the seat of a chronic tubercular inflammation extending 
over the entire tumor, as was evidenced by microscopic findings, as fol¬ 
lows: A high degree of capillary engorgement, small cell infiltration, 
hyperplasia and pigmentation; granular foci, consisting of lymphoid, 
epithcloid and giant cells; in the latter tubercle bacilli were demonstrated; 
and areas of cicatricial tissue due to the healing of old tubercles. The 
connective tissue throughout the entire tumor was hyperplastic, more 
marked in the outer than inner layers. The muscular tissue predominated, 
it was pale, the nuclei elongated and stained poorly. The epithelium 
was well preserved. The solitary and mesenteric glands both were 
slightly infiltrated. 

Summarizing from the gross and microscopic finding, we have a 
tumor of the intestine in which the predominating elements arc muscular 
and fibrous tissue respectively; a tumor resulting from an inflammatory 
hyperplasia, with contraction of the longitudinal muscular and serous 
layers and thereby causing circumstantial hypertrophy by crowding of 
muscular elements; a chronic tubercular process in the external layers 
of the intestine as the etiological factor. 

In accordance with the predominating component elements of the 
tumor, I believe we arc justified in considering it a myofibroma. 

The etiology of the patient’s condition, and the patho¬ 
logic explanation of the development of a myofibroma 
of the sigmoid, are to me exceedingly interesting, and diffi¬ 
cult to meet. The nature of the first tumor, which appeared 
about seven years before the patient entered the hospital, 
and which completely disappeared after the abscess, which 
developed, had been evacuated, drained and finally healed, 
is very doubtful. It certainly felt like a solid and quite 
hard tumor, it was to the outer side of the upper rectum 
and seemed fixed to the side of the pelvis, it could be felt 
by a finger passed into the rectum and was below the site 
of the second tumor. The tumor entirely disappeared 
after profuse suppuration and marked septicaemia of the 
patient. 

Several explanations occur to me. The first one is 
that it might have been a left-sided appendiceal abscess; 
the findings at the second operation would hardly bear 
this out, however. A second suggestion is that the tumor 
really was a new growth from the side of the bony pelvis, 
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which by pressure produced a closure of the lumen of the 
rectum high up; infiltration of the cellular tissue about 
the rectum resulted, infection from the rectum or colon 
followed, suppuration and the abscess came as the natural 
sequence. Relief of the abscess with subsequent resolu¬ 
tion affected the tumor as well as the other tissues in the 
immediate neighborhood, and gradual absorption may 
have occurred in the tumor. Mixed toxins must have been 
present in abundance, a sort of Coley’s fluid may have been 
developed, and a cure of the original tumor resulted. This 
view would afford a partial explanation of some of the ex¬ 
traordinary hypertrophy of the muscular layers, which 
finally grew to such remarkable thickness that a tumor 
was formed and the intestine was again occluded. The 
persistent effort of the colon to relieve itself of the burden 
of accumulated fasces would naturally result in a thicken¬ 
ing of the muscles, and if long continued very marked 
hypertrophy might occur. The entire absence of any 
papillomatous or other growth anywhere in the colon or 
rectum, and the fact that the mucous membrane of the 
intestine was quite healthy, indicate that the inflamma¬ 
tion did not primarily come from any disease of the lining 
of the intestine. I searched in vain for extensive matting 
or adhesions in the pelvis or about the bladder, to prove 
that the abscess which formed nearly seven years before 
was the result of an appendicitis or other intestinal rupture. 
True the bladder was adherent for a considerable area, 
but there were no strong fibrous adhesions to the walls 
of the pelvis and to the lower coils of the small intestines 
and to the omentum, as there naturally would have been 
if the old abscess had been an appendiceal one. The ad¬ 
hesions were confined to the area between the sigmoid, 
the pelvic walls, the bladder, and the coil of intestine and 
its mesentery, which passed obliquely across the anterior 
surface of the tumor. 

Dr. Kotz says positively there were tubercular bacilli 
found in the necrotic spaces in the muscles. This finding 
9 
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may furnish the key to the whole matter. If the former 
tumor had been a tubercular infection of the mesosigmoidal 
lymph-nodes, which finally suppurated and were discharged, 
it is conceivable that an invasion of the coat most affected 
in trying to overcome the obstruction of the bowels should 
follow secondarily, and remain the nidus of a persistent 
chronic inflammation, and hypertrophy of the muscular 
tissues would continue as a result of increased work result¬ 
ing from the torsion or deviation, or possibly the adhesions 
of the sigmoid, already mentioned. That this hypertrophy 
should be of such extraordinary thickness that it finally 
formed a tumor large enough itself to produce obstruction 
is certainly remarkable and as far as I know it is unique. 

Prof. J. Rotter in Arch. f. klinisch. Chirurg., Vol. 61, 
p. 866, discusses non-malignant strictures of the sigmoid. 
He calls especial attention to the fact that the upper part 
of the rectum and the sigmoid are very rarely stricturcd 
by inflammations. It is very rare indeed for a tubercular 
stricture to affect the sigmoid or colon, and when this does 
occur the origin of the disease is in the mucous membrane. 
All of the diseases which produce non-malignant strictures, 
—namely, gonorrhoea, syphilis, tuberculosis and dysen¬ 
tery,—have the common starting place, viz., mucous 
membrane. 

Rotter says there is scarcely anything in surgical or 
anatomical literature concerning cases of stricture of the 
sigmoid resulting from inflammations which do not origi¬ 
nate in the mucous membrane, and such cases are exceed¬ 
ingly rare. He credits Graser with the honor of having 
published the first case of this kind in Munchener Med. 
Wochenschrift, 1899, No. 22, and in Langenbech’s Arch, 
fur klin. Chirurgie, Bd. 59, 3. Rotter in this article pub¬ 
lishes three cases of his own, all of them suppurative cases, 
and they produced strictures by bendings of the lumen 
of the sigmoid from adhesions and fibrous contractions. 
In one of his cases there was a one-sided thickening of the 
intestinal wall above the stricture, the stricture itself having 
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been produced by a flexion of the sigmoid and fibrous 
narrowing. In al these cases the mucous membrane did 
show signs of involvement, but Rotter argues that this 
involvement was only secondary through suppuration 
and sinuses. 

Graser’s explanation of these strictures based upon 
some very interesting experiments, quoted by Rotter in 
this article, is as follows: The blood supply to the sigmoid 
is carried by devious channels from the mesentery to the 
mucous membrane. They are so arranged that they serve 
as blood-storcrs,—small reservoirs of blood,—which com¬ 
municate with small spaces (Lucker) in the mucous mem¬ 
brane. In certain conditions of blood pressure, notably in 
condition of chronic heart disease, which lessen the force 
of the blood, these spaces become partially empty and into 
these gravitate material from the lumen of the intestine. 
These spaces gradually elongate and enlarge from pressure 
until diverticula form; infection extends to the mesentery 
and there an abscess develops; the pressure of this abscess 
in the mesentery will cause obstruction more or less, ac¬ 
cording to the size of the abscess. If the abscess be safely 
evacuated by sinuses into the lumen of the gut, or by in¬ 
cision externally, the contraction of the fibrous tissue 
which results will cause a thickening in the mesentery and 
a deviation or bending of the sigmoid, its lumen may be 
markedly narrowed and finally a stricture will result. 

Graser’s theory fits the history and the apparent con¬ 
dition of my case in some respects very closely. Grascr, 
Rotter, nor any other writer of whom I know anything 
has ever reported a case of a genuine inflammatory, or 
hyperplastic, myofibroma which involved the whole cir¬ 
cumference of the sigmoid, and which on account of its 
bulk produced almost complete and symmetrical obstruc¬ 
tion of the gut. This case seems, as I said before, unique. 
It was a genuine and symmetrical tumor, and while of in¬ 
flammatory origin was histologically a myofibroma. 
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